A Case of Femoral Embolism by Porter, D. C.
PROGRESS.-The patient is doing well after his recent operation.
COMAIENT.-I believe that this is a case of chronic primary intussusception.
There is a tendency to regard all cases of this disease as secondary conditions. For
instance, the common acute intussusception of infants is said to be secondary to
an inflammation of a Peyer's patch. I think that this idea is pure speculation, and
I cannot see how an investigator could possibly collect material to prove the theory.
Primary intussusceptions occur at death. I recall a large intussusception in the
dissecting-room which was undoubtedly primary, and I have seen a similar condition
at operations. On otne occasion when examining the small intestine for associated
injuries in a case of ruptured spleen, I noticed two small intussusceptions, one of
which was retrograde. I reduced these, and they re-formed at once. It struck me
forcibly that there is something in the contraction of normal bowel to explain this
phenomena. The patient was under gas and oxygen. I have noticed that in cases
of this disease in children it is possible to deliver the tumour before complete
reduction. I think that this shows that the peritotneal attachments of the ascending
colon are abnormal. The view that the condition is primary fits in very well with
the common site of the disease. Why it occurs at the age of nine months has not
been explaine(i. It mav be that at that age the variation between the diameter of
the large and small bowrel is at the highest point. Wlhy it is more common in males
is also unknown.
One other fact of interest is the question of protrusion of the apex at the anus.
The textbooks mention this as a sign, and students are inclined to doubt that this
occurs. I think that the textbooks were written in days when intussusceptions were
neglected. I once operated on a case of five days' standing, and I was able to feel
the apex per rectum.
The operation of ileo-transversostomy is neglected to some extent by works on
operative surgery. Many surgeons I have met treat it with distrust. I have done
this operation as a first stage for an operable growth of the ascending colon.
Obstructing growths in this region are fortunately rare, and when found
uinexpectedly the surgeon is tempted to do this operation. I think that it is very
dangerous under these conditions, unless it is combined with drainage of the bowel.
I think that this operation without drainage in cases of acute obstruction is respon-
sible for the distrust with which it is treated. In doing this operation I always make
a large stoma in spite of the fluid contents at this point. I have seen contraction
of the stoma at this point, and I think it possible that contraction is more liable to
occur here than elsewhere. I think that the healing is interfered with by sepsis,
and by the difference in thickness of the bowel walls.
A CASE OF FEMORAL EMBOLISM
By D. C. PORTER, M.B., from the Royal Victoria Hospital, Belfast.
THE patient, a female aged sixty-three years, was admitted to hospital on 19th
February, 1933. She complained of shortness of breath on exertion, swelling of
63ankles in the evenings, and palpitationi for several years. Ten weeks before this
she suffered from an attack of influenza with vomiting, severe abdominal pain, and
a temperature. After this attack her shortness of breath was more marked, so that
she has been in bed almost continuously. One week previously, after being out of
bed for a short time, she suddenly was seized with a severe pain, with a feeling of
numbness and coldness in both feet. This rapidly spread upwards to the thighs, and
remained for two days, when the pain on the right side went away, and that on the
left side continued-being more severe on the inner side, from the calf down to the
foot. She had no pain in her abdomen.
In her personal history, attacks of "rheumatism" for many years is the only
outstanding fact.
There is nothing of interest in her family history.
On general examination she is of average build and well nourished. There is no
anemia, jaundice, or cyanosis. There is no glandular enlargement or oedema.
Her skin is moist and smooth, and her joints are freely movable. Her left leg is
cold and white. The skin over the heel and several toes has become black and
discoloured. Pulsation cannot be felt in femoral popliteal, or dorsalis pedis arteries.
There is no disturbance of the valvular mechanism of the veins. There is exquisite
tenderness over the inner side of the calf down to the ankle, and there is also
anaesthesia to pinprick over the calf.
Alimentary System.-This shows nothing of note, such as oral sepsis or tonsillar
involvement.
Cardio-vascular System.-Radial pulse is not visible; rate is 84; irregularly
irregular; volume small; tension moderate; B.P.: systolic 130, diastoli-c 70, and the
artery wall is slightly hardened. The heart is enlarged transversely. The apex beat
is -visible and palpable five inches from middle line in the fifth interspace.
D.A.C.D. Sounds are slapping. Rhythm: heart is fibrillating. There are
no murmurs, nor is there a pericardial rub. Blood coagulation time was found to
be normal.
In the respiratory and nervous systems there is nothing to be noted, apart from
the sensory disturbance in left leg already described.
This case gives a very complete little clinical picture, and one which is not very
commonly seen.
The dominant features are: Firstly, the history of rheumatic pains. Then the
following cardiac symptoms: breathlessness on exertion, swelling of ankles, and
palpitation. Thirdly, a recent attack of abdominal influenza, which has possibly
thrown some strain on a heart already considerably embarrassed, resulting in
fibrillation. Thus endocarditis, mitral stenosis, and auricular fibrillation are the
steps leading up to her present symptoms, which suggest the following sequence.
An embolus composed of auricular blood-clot became free in the systemic circulation,
worked its way round in the aorta until it reached the bifurcation, where, owing to
the great decrease in calibre of the resulting common iliacs, the embolus was
64checked, saddling over the bifurcation and causing the bilateral symptoms described.
After a period of two days it was again dislodged, entering the left common iliac and
causing a complete block.
In the absence of a recent acute endocarditis, an embolus of this size from the
mitral or aortic valve is most unlikely.
Other conditions must be thought of in differential diagnosis. The sudden onset is
sufficient to exclude an arterial thrombosis as is found in endarteritis obliterans anm
thromboangiitis obliterans. There is no evidence of any toxic condition causing
increased blood coagulability, such a styphoid fever. Nor is it like a venous throm-
bosis, a much commoner condition, in which there is a large leg with swollen, hard,
and painful veins, covered by a dusky skin, a condition which commences in one
leg, with a possible extension to the other, and in which there is palpable arterial
pulsation. Etiologically the case is, therefore, one of rheumatic heart disease.
Much work is being done on the etiology of this condition, the most promising
being along two lines. The first of these is an investigation of the hygienic con-
ditions under which this disease most commonly occurs, paying particular attention
to factors such as climate, soil, density of population, and water supply. The
second is in connection with the complement-fixation reactions of various strains of
streptococci.
In prevention of rheumatic heart disease, and indirectly of embolic conditions,
it must be remembered that the cardiac condition is not necessarily a complication
of earlier rheumatic manifestations such as joint pains, chorea, and tonsillitis, and
may appear in the absence of such. As Coombs has stated: "If we are to pin our
faith to early diagnosis, let us lay stress on the need for a full physical examination
of every child taken to a doctor for pallor and loss of flesh."
Palliative treatment was first tried. Morphia was given to relieve the pain.
Heat, in the form of an electric cradle, was applied, also to relieve pain and to help
in opening up collateral circulation. This proved of little value, the pain and
discolouration continued, so that two weeks after the onset gangrene was inevitable.
It was, therefore, decided to amputate the leg. Spinal anasthesia was used. An
attempt was made to amputate below the knee, but the anterior tibial artery
produced only a trickle of blood when sectioned. It was then decided to amputate
through the lower end of the femur. The amount of blood in the deep femoral
vessels was small, and under little or no pressure. This suggested that the block
of the common iliac artery was complete, and that any blood present was entering
the femoral vessels by the inferior hypogastric artery and other anastamoses.
This has proved to be an adequate supply for the remaining stump.
An alternative to amputation is embolectomy, which is reported to be satisfactory.
The prognosis is good so far as a single embolus is concerned. The danger lies
in the possibility of succeeding emboli, either similar or secondary to the original
one, which may affect more vital organs; in this case cerebral embolism, six months
after amputation of the leg, was the cause of death.
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